MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63_01737‘?

DEPARTMENT OF Fual.l: H::;L'r;‘l :N: WELPFARE 3_18 ot Bearic N 100 46 ST N
DO NOT WRITE AMENDID egistration District No. __________ . Primary Registration Distri o. M WP wF  pagistrar's No. ___! ;ig

ON THIS STUB Fiv'd 4] 1rma—

L33 ]

1. PLACE OF DEATH U 2. USUAL RESIDENCE (Where deceased lived. f institution: Residence before

a. COUNTY a. STATE b, COUNTY admission)
Mo St.louis
b. CCI);Y {If outside corporate limits, give TOWNSHIP anly) Langth of stay in 1b c. CITY - . Inside Limits

TowN St. Louis Life own Universtty City Yes iy No [

<. FULL NAME OF (i¥ NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Rexide on Ferm
HOSPITAL OR ADDRESS

WSOV City Hospital # 1 Yo @ MO Christian 01d Folks Home | Y0 Mop

3. NAME OF DECEASED First Middle 4. DATE Month Day “Year
F !

(Type or print) BIRDIE ERN BADS D&TH AEﬂlM

5. SEX 6. COLOR OR RACE 7. Morried [1  Never Married [] [8. DATE OF BIRTH | 9 AGE {last birthday) } IF UNDER 1 YEAR _IF UNDER 24 HR

Female White widowed 38 Divereed [J 12/31/1880 a2 Months | Deys | Hours Min.

70a: USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City ond wtate or country] | 1Z. CITIZEN OF WHAT COUNTRY
ﬁ;ring most pf.working life, even. if ratired) -

ousewife Own Home 5t. Lowis,Mo - USA

[

Vs 300}
Rev. 4/59

DATE AMENDED,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF RUSBAND OR WIFE

John R, Ern Catherine (FHoik@:::} Haxry B. Eads

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1A SOCIAL SECURITY N0 | 77. INFORMANT Address

Sam _Gossom 1093 PFerguson_ (30)

18. CAUSE OFPADEA'I‘H {Enter only one cause per line . INTERVAL BETWEEN

RT I. DEATH WAS CAUSED BY; “; ONSET AND DEATH
1MMEDIATE CAUSE (a) &! uuh 4.

{Yes, |ﬂ, or unknuwn)] {If yos, give war or détes of servi

DOCUMENT

S ) OV ﬁ@%ﬁi@&%—w o Y02 ok S

above cause ()

atating' the under- 9.0 ) \C\',L
lying cause last. DUE

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEHH§' ut not relsted to the terminal PART 111, if _decerazed was female was

disease condition given in PART | (a) Y thera a“pragnancy in last 90 days.
?ﬂ4‘ ! }_&'? . ! 0O Yes I Ml [] Unknown

19: WAS AUTOPSY | 20a ACCXNT SUICIDE HOMEIICIDE 20%. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
O -

PERFORMED E g’

YES [0 NO
T20c.TIME OF Houl . Month, Day, Yeer | ]

INJURY ) am. \.\ALO“’J

LY

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or:about home, | 20f. CITY, TOWN, OR LOCATION
"~ WHILE AT WORK [J . faym, factary, strget, office bida., etc% u -
NOT WHILE. AT WORK w&wh V\M—’ > SN %® Py A\

~ ) her .
21. | atiended the deceased from +6 {e. and last saw i alive on,
Death occurred at. l/ 0 Cd P m on the date stated above, and to the best of my knowiedge, from the cavses sto?ed

AN &:]-M'XM ZZVDRESS M@/ W‘z/‘;“;"
232, BURIAL, CREMATION, 23!;. DATE 4 . 23c. NAME OF CEMETERY OR CREMATORY 23d, 'LOCATION (City, town, or county) (State}

Bomoval | April 29,1963| Mount Lebanon Cemetry | St. lLouis County,Missouri

24. FUMERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Alexander & Sons e R1wd | APR 29 1963

AMENDMENTS DN THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

" MEDICAL CERTIFICATION

T37. SIGNATURE

USE BLACK INK
~ OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF -

ITEM NO.




Coroner's Office

e e r——— = " e

STATEMENT BY LICENSED ‘EMBALMER

I héreby ceriify, that the .body whose name is re<:orded-0n.t_l'le.w reverse side of this certificate was embalmed by me,

or by S : , Student Embplmer No.

working under my personal supervision. l/ Z,/
oo, y ‘ z :Z. é M
Signed__J W : :

Student.

Signature of Student Embalmer

j _m . . - . Llcensed Embalmer No. 503 I
- | : . P. 0. Address li”{ ?,QZW.(UL”

v wd 12,7
Note: The above 'MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN?’%@M comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign ‘in his OWN handwriting.

If ftns hody is not embalmed fact should be so stated above..
et Uil "J. S h _‘_‘,“‘, STl sV

‘,.-
LRI Y




